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W ITHOUT entering into a lengthy 
discussion of the relative merits 
of the numerous substitutes for 

the title of this paper that have been 
suggested from time to time since its 
first classical description by Dr. Riggs, 
I will endeavor to coniine my remarks 
to what seems to be the generally ac
cepted interpretation of the term pyor
rhea alveolaris. I refer to the chronic 
suppurative process involving the perice
mental membrane having its inception 
at the gingival margin and extending 
apically and in the great majority of 
cases associated with the formation of 
serumal calculus upon the denuded root 
surfaces.

E t i o l o g y .

The first positive indication of the on
set of this disease is usually the forma
tion of serumal calculus just under the 
unattached gingival fold in the region 
of the cemento-enamel junction. This 
deposit never occurs from the normal 

1 secretion of a healthy gingival organ, 
therefore we will assume that any condi
tion, systemic or local, that will tend to 
induce a perverted secretion may be con
sidered an etiologic factor in serumal 
calculus formation. Thus it at once be
comes evident that the causes of pyor
rhea are as numerous as the causes of 
perverted gingival secretion, which are 
many and varied.

S y s t e m i c  I n t o x i c a t i o n s .

Incomplete elimination of systemic 
wastes produced during normal meta
bolism due to faulty excretion by the

kidneys, gastro intestinal tract, skin or 
pulmonary system may result in the sat
uration of the body tissues with toxic 
elements to a sufficient degree to disturb 
the gingival secretions, thereby causing 
this precipitation to take place. Errors 
in metabolism sufficient to produce dia
betes, nephritis, arteriosclerosis with 
high blood pressure, etc., are almost con
stantly found to be accompanied by 
pyorrhea.

Chronic infectious diseases may serve 
in the production of gingivitis by direct 
irritation to the gum tissues as a result 
of the toxemia thruout the system. Then, 
too, the factors of resistance to local in
fections are influenced greatly in both 
systemic intoxications and infections. As 
an example, I would cite the notoriously 
low resistance to local infections in dia
betes with the very slow wound healing 
following the slightest injury; the slow 
wound healing in leukemia, and the 
great prevalence of oral suppuration in 
the tuberculous. I recall a sixteen-year- 
old youth who presented in my early 
practice with every tooth in his mouth 
hopelessly affected with pyorrhea. Upon 
inquiry it was learned that he was then 
on his way to a sanitarium for treatment 
for tuberculosis. Internists seem to agree 
that pyorrhea is to be found constantly 
in the chronic dyspeptic: whether pyor
rhea should be considered the cause of 
the dyspepsia is today a mooted ques
tion. We have all seen pyorrhea in clean 
mouths without caries or fillings, with 
perfect contacts and occlusion which can 
be accounted for in many instances only
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by some one or more of the above men
tioned systemic causes.

L o c a l  C a u s e s .

Here again we must account for the 
initial gingival irritation. Of the strictly 
local factors we may enumerate the fer
mentation and putrefaction of residual 
food due to faulty methods of brushing, 
mechanical irritation from crown bands, 
poorly finished gingival margins of fill
ings, traumatic injury from faulty con
tacts either as a result of caries or from 
need of orthodontic treatment. Teeth 
rotated in their sockets or malposed in 
the arch often present faulty contacts 
and narrow interproximal spaces in 
which the soft tissues are readily broken 
down as result of food impingement. 
The ragged sandy enamel surfaces so 
commonly present on newly erupted 
teeth at their gingival third afford both 
mechanical irritation and suitable cul
ture grounds and protection for bacterial 
growth and should not be overlooked as 
etiologic factors.

Overloading of teeth with extensive 
fixed bridgework and the production of 
great lateral stress from too deeply in- 
terdigitating cusps will certainly break 
down peridental tissues, as will also 
improper stress from faulty removable 
bridge attachments. Toothpick habits, 
or any other factor that may act in such 
manner as to induce a marginal gingi
vitis should be considered as etiologic 
possibilities in this great problem pro
vided the irritation be extended over a 
sufficient period of time.

Salivary calculus often causes marked 
gingival recession but is seldom associ
ated with pocket formation. The dense 
salivary deposits are far less irritating 
than the soft light colored sordes like 
material that tends to induce the kind of 
a gingivitis favoring the deposition of 
serumal calculus. In fact this soft de
posit seems to liberate toxic elements 
more likely to produce marginal gingi
vitis than any other one cause.

B a c t e r io l o g y .

The bacteriology of pyorrhea is that 
of almost the entire list of identified or
ganisms with the amoeba thrown in for 
good measure. Suffice it to say that no 
one strain or combination of strains of 
bacteria has yet been found constantly 
in the suppurative discharges from pyor
rhea pockets, but the pus obtained pre
sents a varying mixture of bacteria 
always including some of the common 
pus cocci.

B l o o d  F i n d i n g s .

After tabulating blood examinations 
in several hundred consecutive cases of 
pyorrhea, Dr. Wm. H. G. Logan found 
that in the chronic type with profuse 
pus discharge on presenting for treat
ment, a major percentage had a slight 
leucopenia, which indicated a drainage 
of leucocytes without the hematogenic 
organs being stimulated to a compensa
tory production— indicating little sys
temic intoxication. In cases presenting 
with pericemental abscesses and deep 
pockets many exhibited a slight leucocy- 
tosis, indicating systemic intoxication 
and reaction to overcome the invading 
organisms. Some had high blood pres
sure, some low and many normal.

U r i n a r y  F i n d i n g s .

Urinalysis in these cases likewise 
proved negative as to any constant 
pathologic findings. However, a high 
blood pressure, a low pulse pressure, a 
nephritis or diabetes will not allow of a 
favorable prognosis as to treatment, and 
for this reason alone is of value before 
treatment of pyorrhea is undertaken.

S y m p t o m a t o l o g y .

In its incipiency symptoms of pyor
rhea are usually absent, or if present at 
all are very mild. Later in its progress 
bleeding of the gums upon pressure over 
the gingival margins becomes noticeable 
— indicating active ulceration on the 
inner surface of the gum flap. A sense 
of pressure as tho some foreign body
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were wedged between the teeth indicates 
the presence of inflammation due to lat
eral pocket formation upon mesial or 
distal surfaces, and a condition of den
tal unrest sufficient to induce grinding 
of the teeth occasionally is noticed.

Later when pocket formation extends 
sufficiently rootwise that drainage of 
the suppurative products is impeded, 
pericemental abscesses call the patient’s 
attention to the fact that they need den
tal treatment. Occasionally no symp
toms are felt until the teeth begin to 
drift apart from lack of support. In 
others the problem of systemic intoxica
tion with progressive muscular weak
ness and general malaise or other symp
toms pointing to chronic absorption of 
toxic material will direct the physician’s 
attention to the teeth. From the in
sidiousness of its onset with scant 
symptomatology, the dentist of today 
should exercise all possible care to 
recognize pyorrhea in its initial stages, 
realizing that if he waits until the 
patient himself recognizes its symptoms 
the progress of the disease will by that 
time often have reached the stage where 
extraction may offer the only hope for a 
cure.

P a t h o l o g y .

Ulcerative processes begin early fol
lowing the establishment of a marginal 
gingivitis, the ulceration taking place on 
the inner surface of the gingival fold 
rendering it invisible. Septic material 
is taken up by the lymphatics and 
carried apically, as pointed out by Dr. 
F. B. Noyes, following the course of the 
principal blood vessels which run almost 
parallel to the long axes of the teeth. 
These lymphatics apparently are not 
symmetrically affected, for it is rare 
indeed that a true pyorrhea pocket ex
tends to a uniform depth about all sur
faces of a single tooth. This asymmetry 
of necrosis following the lymphatic 
channels explains in a very satisfactory 
manner why we often meet clinically 
with deep,' narrow and often tortuous

pockets extending well towards the 
apices with perfect gingival attachment 
on the other three sides of the teeth 
involved.

With the establishment of necrotic 
areas in the middle layer of the peri
cemental membrane and spreading later
ally, the nutrition to the surface cemen- 
tum and its attached pericemental fibres 
is cut off leaving it to die from lack of 
nutrition. Toxic products from the 
putrefaction of the necrosed pericemental 
membrane lying in contact with the 
denuded root surfaces render that sur
face incompatible with the overlying 
gum flap, and chronicity - of the sepsis 
is established. ■ Only the surface cemen- 
tum is primarily affected, the deeper 
layers seeming to maintain, for a long 
time, normal sensation in teeth with 
vital pulps. Acute exacerbations of the 
ulcerative process are followed by 
periods of quiescence in which the 
symptoms subside for a time only to be
come acute again at irregular intervals. 
Incrustations of serumal calculus are de
posited upon the denuded root surfaces, 
but in the progressive cases are seldom 
present at the extreme bottom of the 
pocket. Pericemental abscesses result 
during acute exacerbations with profuse 
pus formation in deep pockets where 
drainage - past the gingival margin is 
obstructed, and always leave the pocket 
in a worse condition than it was in 
previous to their formation.

Typical pyorrhea is a putrefactive 
process with an alkaline reaction which 
accounts for the noticeable absence of 
caries in mouths so affected and the 
diminished sensitiveness of the denuded 
root surfaces. The characteristic putre
factive odor is familiar to everyone. 
That cavities are often present in pyor
rhea mouths is self evident but the 
factors entering into their production—  
that is the acid fermentation of caries 
and the alkaline putrefaction of pyor
rhea— cannot operate well at the same 
time.
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D i a g n o s i s .

Judging from some of the diagnoses 
made today there is displayed enough 
latitude and scope to include almost all 
forms of gingivitis under the heading of 
pyorrhea. In my opinion, however, 
gingivitis accompanied by pocket for
mation between teeth due to faulty con
tacts which recovers upon the correction 
of the cause of food impaction should 
not be called pyorrhea. Acute gingi
vitis with visible ulceration is never 
pyorrhea. Swollen bleeding gum mar
gins without serumal deposits due to 
acute infective processes is not pyorrhea. 
The slow symmetric progressive reces
sions* of senile atrophy about the necks 
of teeth without irregular pocket for
mation should not be regarded as pyor
rhea. Denudation of roots upon their 
labial surfaces as frequently seen in 
upper and lower cuspids without pocket 
formation should be regarded rather as 
recessions due to mechanical irritation 
to tissues thinned down because of their 
anatomic location and where the vitality 
is quite low is not pyorrhea. What then 
is pyorrhea? It is that chronic infec
tive process having its incipiency in 
chronic gingivitis accompanied usually 
by sub-gingival deposition of serumal 
calculus and characterized by irregular 
pocket formation. Its tendency is pro
gressive with intervals of quiescense 
alternating with periods of acute ex
acerbations. Advanced pyorrhea is often 
found associated with systemic symp
toms of intoxication. It is progressive 
in character finally resulting in a com
plete severing of the pericemental attach
ment and exfoliation of the teeth 
involved.

Clinically when a case presents for 
diagnosis the purplish color of the 
gingival tissues at the point where their 
attachment to the root has been severed 
indicates to the careful observer the 
location of a pocket. Pressure at this 
point with the index finger will usually

express a droplet of pus. A blunt 
pointed delicate steel explorer passed 
alongside the tooth sinks with a grating 
sensation past hard flinty nodules of 
serumal calculus to the bottom of the 
pocket and upon sliding the explorer 
along the pericemental attachment great 
irregularity in the outline of attachment 
and in the length of the free gingival 
fold will be disclosed. A solitary pyor
rhea pocket is very rare, multiplicity 
being the rule. The radiograph is often 
of value in determining the amount of 
destruction to the supporting alveolus 
and is of assistance in imparting a clear 
understanding of the condition to the 
patient that his hearty co-operation may 
be enlisted. As an aid to judging the 
depth of pockets it is practically value
less because of the frequent distortions 
and obscure shadows met with in every 
day practice, then too, the soft tissues 
are seldom depicted clearly in dental 
radiography. A full set of dental films, 
however, will often reveal hopeless 
alveolar abscesses that might be passed 
by unsuspected, and whose eradication 
is demanded by the patient’s systemic 
condition.

P r o g n o s is .

When the case is diagnosed early, 
before extensive destruction of the peri
dental membrane has occurred, the prog
nosis is always good, unless it be 
complicated by the presence of serious 
systemic disease— and providing the 
tooth surfaces upon which the un
attached gingival tissues rest be rendered 
smooth and polished, and be kept so by 
subsequent prophylactic treatment at 
regular intervals.

In cases of advanced pyorrhea where 
some of the teeth are loose and have 
drifted, the problem becomes much more 
complex, and a careful study of the 
patient will often point to probable 
etiologic conditions that may have a 
direct bearing upon the prognosis, and 
may serve as deciding factors as to
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whether the pyorrhea should be treated 
or all the teeth extracted. Providing the 
blood pressure be well within the normal 
limits, no gross renal lesions evident as 
shown by urinalysis, and a sufficient 
number of teeth firm enough to warrant 
their retention, a decision should be 
reached then and there as to what teeth 
to extract and which ones to retain. It 
is well at the outset to have laboratory 
examinations of blood and urine, never 
offering a favorable prognosis to the 
patient having a high blood pressure, to 
the diabetic, the anemic or the victim of 
a nephritis. Often the pyorrhea is the 
first symptom that will direct the patient 
to needed medical treatment that might 
go on neglected if the examinations 
were omitted.

In all cases of pyorrhea the teeth 
should be charted at the first sitting and 
doubtful and hopeless teeth so marked. 
An upper molar that has a pocket ex
tending thru the bifurcation of the roots 
is hopeless unless the buccal roots be 
supported by healthy tissue, in which 
event the roots being filled, the lingual 
half of the tooth may be separated from 
the buccal and extracted with the palatal 
root, leaving the buccal roots and half of 
the crown in place. A lower molar with 
extensive denudation of one root may 
occasionally permit the removal of the 
offending root, allowing the one with 
sound attachment to remain. When both 
buccal and lingual pockets are present, 
involving the bifurcation sufficiently to 
allow the passage of a blunt explorer 
from buccal to lingual, extraction should 
usually be insisted upon. Single rooted 
teeth with pockets extensively involving 
the apical third axe hopeless and 
should not be retained. Teeth whose 
bony support has been so weak
ened that they seem to rest upon a 
cushion which gives upon pressure 
are hopeless. Teeth whose individual 
movement indicates a pronounced alveo
lar absorption with lengthening of the 
pericemental fibres are hopeless. Lateral

pockets extending to the apical third of 
the root, unless the adjacent tooth is 
missing should be marked doubtful. 
Pockets in narrowed interproximal 
spaces and teeth that have drifted away 
from a pocket or have extruded are 
doubtful. Teeth under crowns or sub
jected to increased stress as found in 
fixed bridges are not favorable, yet may 
be of service for many years. We have 
no right to retain teeth in the mouth, 
unless their supporting tissues may be 
maintained in a condition of health. All 
teeth whose investing tissues are so badly 
diseased that experience would indicate 
a likelihood of recurrence of infection 
following treatment, should be extracted; 
first, because of the danger of pulpal 
and systemic infection, second, because 
of the tendency to reinfection of the 
remaining teeth.

T r e a t m e n t .

First extract all teeth marked hope
less—this eliminates just that much in
fection from the oral cavity and removes 
the danger of systemic intoxications 
from the teeth most likely to produce it. 
The next problem is to place the remain
ing teeth in such condition that the 
suppuration about them will cease, that 
the teeth themselves will be comfortable 
in mastication, not too sensitive to 
thermal changes, and that the support
ing tissues will remain pink and healthy 
under reasonable prophylactic care by 
the patient, and regular visits to the 
dentist. This implies the removal of 
serumal deposits, the planing down of 
denuded root surfaces to remove infected 
cementum and remains of necrotic peri
cemental membrane until a firm smooth 
surface is obtained down to the peri
cemental attachment. This may be ac
complished by employing some one of 
the numerous sets of instruments that 
have been designed for the purpose. In 
this connection, I am of the opinion that 
it makes very little difference just which 
set of instruments is used for the most
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of the work, providing the operator 
possesses sufficient skill and delicacy of 
touch to manipulate them as they were 
designed to be used. I do find, however, 
that many of the pull cut instruments on 
the market today are too bulky to pass 
to the bottom of most pockets, the result 
being that in their use it becomes 
necessary to produce considerable muti
lation of soft tissues if thoro root work 
be accomplished. It seems to be more 
practical to use some of the files on the 
market for most of the finishing needed 
under the gums. The root surfaces 
usually have very little calculus near the 
bottom of the pockets in active cases—  
rather a softened cemental surface con
taining the decomposing fibres that are 
analogous to those of Sharpey in bone. 
This must be filed or curetted away if 
gingival tissue be expected to lie in con
tact with the root without suppuration, 
and it is in this deepest portion of the 
pocket that the most thoro work is de
manded. In my hands the use of sharp 
thin bladed oval faced files here seem to 
obtain the best results after the bulky 
deposits have been removed. These files 
will drop into depressions without cut
ting grooves in the roots, and will work 
to the extreme bottom of the pockets 
without injury to the soft tissues. In 
their use it is not necessary to curette off 
the already denuded alveolar crests in 
order to overcome suppuration as was 
thought necessary in the days of bulky 
and clumsy instrumentation.

This operation should be begun on 
one surface of a tooth and continued 
there until the scaling instrument im
parts to the operator a smooth firm 
sensation over the entire area of denuded 
root surface, and he is sure this has been 
accomplished down to the pericemental 
attachment. The instrumentation is 
then carried to an adjacent surface and 
that finished in like manner, proceeding 
in this way until the tooth has been 
encircled. Do not leave that tooth until 
you are absolutely certain every point on

all denuded surfaces has been thoroly 
finished to the best of your ability with 
steel instruments. Then with the orange- 
wood point in the hand porte polisher 
carrying silex or pumice made into a 
creamy paste with water, proceed to work 
down the surfaces to a smooth satin 
finish as far subgingivally as possible, 
the final polishing being done with tin 
oxide or some one of the proprietary 
polishing powders mixed with glycerine 
or alcohol. On mesial and distal sur
faces the powder may be carried on 
narrow waxed tape or ribbon floss, the 
exposed coronal surfaces being polished 
with suitable points in the dental engine.

Next note the occlusion by placing the 
index finger along the buccal surfaces 
of the teeth and asking the patient to 
snap the teeth together and to produce 
lateral excursions of the mandible. If 
traumatic injury is aggravating the case, 
it will be readily detected by excessive 
movement of the affected tooth, and the 
offending cusps must be so adjusted by 
grinding that this irritation from over
loading be corrected. Test contacts with 
dental floss and if any are found to be 
imperfect, correct them either by the ad
justment of occlusion or placing of 
fillings.

Teeth have a tendency to drift away 
from deep pockets by the traction of the 
pericemental fibres on the healthy side. 
Drifting teeth are usually doubtful, but 
ofttimes may be made useful for a 
number of years when sufficient attach
ment is present to hold them firm, by 
correcting malocclusion. Teeth with 
deep lateral pockets will frequently drift 
a short distance and remain stationary 
in their new position providing suppura
tion about them be arrested. Since 
splinting prevents the normal individual 
movement of teeth, it deprives the peri
dental membrane of its proper physiolo
gic function and may cause a lowering 
of vitality. For this reason splints are 
not advised to be used indiscriminately 
in pyorrhea. The occasional splinting
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of lower anterior teeth, however, when 
they are separated with loss of contacts 
seems productive of much comfort to the 
patient and no doubt adds years to the 
usefulness of the teeth. However, a 
tooth that has so little bony support that 
it has become loosened in its socket had 
better be extracted.

When recession of the unattached 
gingival tissues occurs with a reasonable 
degree of promptness it is to be preferred 
to all other measures since it leaves a 
gingival margin that most nearly ap
proximates the normal. Surgical ex
cision of detached gum tissue is 
frequently necessary in order that the 
deep pockets may be rendered self cleans
ing. This procedure is recommended in 
those cases where experience indicates a 
likelihood of recurrence of infection as 
found in the poorly nourished gum 
flaps of low vitality. Such tissue has a 
tendency to sag away from the teeth and 
to accumulate food material and stagnant 
fluids instead of receding down to a 
point where they will hug the tooth and 
functionate in a normal manner. This 
operation is best performed under local 
anesthesia and the excision should in
clude all free gum tissue, using care not 
to sever any healthy support to a tooth 
already having a weak attachment. 
This seems to be productive of best 
results in pockets located on the labial 
surfaces of the upper and lower anterior 
teeth, and especially where the lingual 
and one proximal attachment is normal, 
the labial and other proximal surface 
suffering detachment. The removal of 
the labial flap and a portion of inter- 
proximal tissue immediately renders 
those areas self cleansing. Buccal 
pockets on upper and lower bicuspids 
and upper molars are favorable for 
surgical excision as are the flaps over 
the palatal roots of the upper molars. 
The excision of gum on the palatal sur
faces of the ten upper anterior teeth, 
about lower molars and on the lingual 
of lower cuspids and bicuspids, as a

rule, does not give the same favorable 
results.

The resulting gingival margins follow
ing excision are not so desirable as those 
where atrophy has taken place; for the 
former have a tendency to form a ledge 
of fibrous scar tissue which favors the 
accumulation of food, and in addition 
will often remain sensitive for several 
months. Teeth thus exposed seem to 
react more readily to thermal changes 
than those managed without radical 
treatment.

Even with deep pockets, roots may 
often be satisfactorily treated by suitable 
instrumentation so that the overlying 
gum will settle down firmly against the 
finished surfaces, gradually receding to 
a place somewhere near the pericemental 
attachment; thus shortening up the 
pocket and reducing the tendency toward 
reinfection. The shortening of the 
occlusal surfaces of such teeth by grind
ing with stones will allow them to 
extrude somewhat and aid in shortening 
the depth of the pocket in that way.

When a true necrosis of the peri
cemental attachment has become estab
lished, no hope should be entertained for 
its re-attachment to the root; but efforts 
should be made to render all denuded 
root surfaces compatible with the de
tached gingival tissue. One should 
always have in mind that the tendency 
of the soft tissues is always to heal. 
This is evident in the early healing of 
sockets following the extraction of teeth 
affected by pyorrhea. In a like manner 
the removal of infected root surfaces 
will be quickly followed by early dis
sipation of inflammatory symptoms. 
For this reason the use of drugs in the 
management of pyorrhea may be limited 
to the application of iodin 3 % or argyrol 
15% to the tissues immediately follow
ing scaling to fix the bacterial flora that 
may be imbedded upon wounded gingival 
tissue. If at the next sitting pus is 
again present about the teeth treated, it 
means that the instrumentation has been
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imperfect and must be repeated. If all 
infected material has been removed and 
the root surfaces left smooth there will 
be an absence of pus and gingivitis. 
Therefore, it would seem that in
strumentation is all that is needed to 
arrest the disease and a case so treated 
will in all likelihood remain arrested 
better than those handled by any other 
system which depends upon the con
tinued use of antiseptics to maintain a 
cure. However, the irrigation of the 
pockets with an antiseptic solution to 
flush out the debris during the curetting 
process is to be practiced as a routine.

Do not leave that first tooth under 
treatment until every portion of the tooth 
surface upon which detached soft tissues 
are to lie is finished thoroly. Then 
proceed in like manner to its neighbor 
and continue until the entire mouth has 
been put in order. Dismiss the patient 
for two weeks and at that time examine 
carefully for signs of infection. If they 
are found they will indicate points at 
which defective instrumentation has been 
performed or where local causes such as 
contacts, rough fillings, etc., have been 
overlooked. Examine for plaques upon 
exposed surfaces of teeth that would 
indicate faulty brushing technic. These 
are demonstrated to the patient by paint
ing the surfaces with a disclosing solu
tion, such as Iodoglycerol (Talbot) or 
Buckley’s pyorrhea astringent. In fact 
any iodin solution will suffice and serve 
to demonstrate to the patient just wherein 
his shortcomings in brushing lie and will 
aid in their correction. Any pockets show
ing irritation are carefully explored and 
the defective points corrected, the teeth 
polished and the patient dismissed for 
another two weeks. This should be con
tinued until all signs of irritation have 
disappeared when the patient is placed 
upon the “call list.”

It is logical to assume that the patient 
has drifted into a pyorrhea condition 
largely because of insufficient prophy
lactic care. Furthermore, a mouth once

attacked by pyorrhea is more likely to 
suffer recurrences than one that has not 
been so diseased.) Therefore it is deemed 
necessary to place all patients on a regular 
prophylactic schedule following pyorrhea 
treatment. They should be seen from 
two to four times a year at which time 
the teeth should be scaled and polished 
and any necessary instructions given the 
patients relative to their part in main
taining healthy oral conditions.

In conclusion permit me to say that 
nowhere in medical science does prophy
laxis feature more certainly in disease 
prevention than in pyorrhea; and that it 
may be arrested at the onset by very 
simple prophylactic measures. The 
polishing of children’s teeth at regular 
intervals, smoothing up roughened 
enamel surfaces in the gingival third 
and instructing them how to brush the 
tissues to insure cleanliness and gingival 
massage will do much toward combating 
the pyorrhea tendency and at the same 
time do much toward the prevention of 
caries. It would seem that the tissue 
resistance in the young usually renders 
an immunty but that after 25-30 years 
have been reached a susceptibility is 
gradually established and that with in
creasing years most mouths finally 
succumb in one or more locations to 
suppurative conditions with the estab
lishment of a few pockets unless proper 
prophylactic measures are instituted.

Recent development in the study of 
etiology of systemic diseases demands of 
the dental profession that it put forth 
greater effort to prevent the formation of 
local foci of infection within the oral 
cavity than it has done in the past. That 
means three things : first frequent dental 
inspection to detect cavity formation be
fore the pulp becomes involved; second, 
the prevention of pyorrhea by following 
out a more efficient prophylactic technic; 
third, the absolute arrest of gingival 
suppuration already established and the 
adoption of suitable care to maintain the 
oral tissues in a healthy condition. With
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such care it has been conclusively de
monstrated that mouths affected by 
pyorrhea may be made healthy and kept 
free from infection for many years.

D i s c u s s i o n .

Arthur D. Black.
We have heard tonight a very excel

lent resume of up-to-date knowledge of 
the diseases and treatment of the peri
dental tissues. I would like to call at
tention to the fact that this presentation 
began not with the entrance of the 
pati'ent into your office with a lot of 
badly diseased teeth, but it called atten
tion to the importance of the considera
tion of these diseases even at the time 
when the child presents. It called atten
tion to the necessary care of the mouth 
of the child and of the young adult. It 
called attention to the care of areas of 
gingivitis which necessarily precede the 
establishment of the more serious lesions 
of the peridental membrane. It empha
sized the charting of the mouth, as a 
step in arriving at a proper diagnosis of 
each case, and gave in as much detail 
as could be expected in a single paper 
the various types of treatment which may 
be employed.

There are many points upon which we 
might spend much time in discussion; 
points in which possibly no two of us 
might agree exactly. I am not going to 
enter into that kind of a discussion, 
however, for I think it will be morè 
profitable to take up one or two phases 
and discuss those.

We should have in mind that we are 
discussing tonight the disease which is 
clinically characterized by the formation 
of a pus pocket along the side of a 
root, and really we are discussing noth
ing else, except as other things may 
pertain to it. There are three very 
definite statements relative to deposits of 
calculus which we should have fixed in 
our minds. First, deposits of salivary 
calculus should not be considered a cause 
of the formation of pus pockets.

In a review of the literature, the 
further back we go the more will we 
find that nearly all dentists believed that 
pus pockets were due to salivary calculus. 
Today those who have studied these 
cases carefully, generally agree that 
these deposits do not cause pus pockets. 
When the deposit is removed, there re
mains a shelf of tissue, without detach
ment of the peridental membrane from 
the cementum farther apically than the 
level of the shelf. A thin bladed instru
ment may not be passed along the side 
of the root, between the root and the 
soft tissue—there is no pocket. While 
there are doubtless some exceptions to 
this rule in cases of long standing, it will 
generally be found to be correct.

Second, serumal deposits on the 
enamel are the only deposits of calculus 
which should be considered a cause of 
the formation of pus pockets. These 
deposits, occurring in the subgingival 
space, cause gingivitis and the infection 
seems to travel directly along the lymph
atics attached to the blood vessels which 
course thru the peridental membrane, 
causing it to break down, and eventually 
a pus pocket is formed. Dr. F. B. Noyes 
has called attention to the fact that in 
the inflammations caused by deposits of 
salivary calculus, the infection travels 
via the lymphatics attached to the blood 
vessels which pass into the gum tissu e-  
on the outside of the jaone of the alveolar 
process.

Third, deposits of serumal calculus on 
the cementum are not to be considered a 
cause of the formation of pus pockets, 
because these deposits are not laid down 
until after the cementum is denuded. 
The pocket must exist first, before a de
posit can occur on the cementum. After 
a pocket is formecl the deposit of serumal 
calculus becomes a secondary cause of 
the further progress of the disease. I 
think it will help us all to get these three 
thoughts definitely fixed in mind.

I would like to emphasize Dr. Puter- 
baugh’s statement relative to the fre
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quency of the various forms of irritation 
of the gingiva. In fact, the more care
fully we study these, the more we come 
to realize that the majority of cases of 
gingivitis are due to continuous or often 
repeated irritation. We should consider 
the gingiva as guarding the peridental 
membrane against infection. The gingi
va are equipped with every facility for 
prompt repair; they will withstand an 
enormous amount of punishment and 
offer the most vigorous resistance. We 
have failed to do our part in helping the 
gingiva to protect the peridental mem
brane. In the care of a mouth, I would 
rather overlook a cavity than an inflam
mation of a gingiva. Most areas of 
gingivitis are easily cured by simple 
operations; the difficulty is that we have 
not recognized the fact that preventive 
treatment of peridental disease must be 
applied to inflammations of the gingiva, 
which necessarily precede. It must come 
to be a part of the regular routine of our 
mouth examinations to make a record of 
every area of gingivitis and to do what
ever may be necessary to cure these 
inflammations before the peridental 
membrane is involved. When we come 
to do this, we will have really be
gun preventive treatment of peridental 
disease.

A. E. DeRiemer.
I feel it quite an honor to be asked to 

discuss this paper, and I want to take 
this opportunity of congratulating Dr. 
Puterbaugh on his masterpiece, and to 
congratulate the Society upon the oppor
tunity of listening to this classical pre
sentation.

The discussion I have to make is more 
applicable to the chronic suppurative 
condition in the posterior portions of the 
mouth. I feel that we must have the 
cooperation of our patients if we are 
going to treat pyorrhea .at all, and that 
M s been the great drawback with most 
of us in carrying on these cases to 
successful completion. I wish to call 
attention particularly to the charting of

these cases and the necessity for the 
general routine practice of obtaining 
blood pictures and urinalyses. To my 
mind, this is very important because this 
procedure eliminates for us the type of 
patient to whom we can hold out no 
favorable prognosis, those of systemic 
origin. We should not attempt to treat 
these in any form. I favor the surgical 
eradication in the beginning for those 
cases influenced by systemic disorders.

Too much cannot be said in favor of 
the treatment of these conditions in their 
incipiency. In our daily examinations, 
many of us are not careful enough in 
recognizing these forms of irritation and 
emphasizing them to our patients. Many 
of us turn these patients over lightly 
to the young lady assistant for care. This 
is a mistake. If you want to impress 
the patient with the seriousness of the 
condition, this is the psychological 
moment. It is important to institute 
prophylaxis at once. Show them about 
it, threaten them, drive the point home. 
The lesson must be learned now; follow 
the case up yourself at the next setting. 
Your assistant can then “carry on.” To  
my mind, there is no service we render 
our patients more important than the 
recognition and treatment of these in
cipient forms of gingivitis if we could 
eradicate this type of chronic suppurative 
pericementitis. All chronic conditions 
with pocket formation extending beyond 
the bifurcation of the roots we must 
handle radically. I feel that our essayist 
is too conservative when he charts his 
cases for extraction, especially with the 
second bicuspids and molars. He 
mentions several types of cases, including 
those with pockets extending to the apical 
third, rotating teeth, the resection of one- 
half of the tooth, and removal of the 
offending root. Why, to my mind, 
gentlemen, this is a waste of time and 
energy— an invitation to recurrent infec
tion, resulting in loss of confidence and 
respect for our ability on the part of our 
patients—the actual loss of real masti
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catory service —  the jeopardizing of 
health, and the further loss of supporting 
alveolar ridge by recurrent infection 
which might have been better employed 
for the support of some form of re
movable restoration.

We must always bear in mind that 
these chronic conditions are progressive 
in character, subject to and prone to 
reinfection. The loss of these teeth is 
inevitable sooner or later, and I maintain 
it is better policy to eradicate the con
dition early. Cooperation on the part of 
the patient is necessary and the failures 
I have had in my cases are due to lack 
of cooperation. These patients enthuse 
for a time, then gradually lose interest, 
until finally driven either by pain or 
discomfort, they present themselves with 
the conditions worse than ever. I am 
referring to the posterior teeth. You can 
get cooperation so far as the anterior 
teeth are concerned. They will never 
follow the directions you lay out for the 
posterior teeth and the result is peridental 
abscess.

The disappointment to the patient is 
at first keen, but after you have carefully 
removed the teeth, surgically cared for 
the infected areas, and later on have 
restored your devastation with some type 
of well-fitting, self-cleansing, removable 
restoration, you can then smile in the 
satisfaction of real service— and your 
patients will smile with you.

We are face to face with a new era 
in dentistry. In days past, our mission 
was to save teeth. The dentistry of to
morrow demands of us not only to save 
teeth— but life as well. The progress of 
medical science and research, and an 
exacting public, insist upon greater 
efforts from the dental profession toward 
cleaning up diseased conditions instead 
of prolonging them. Why procrastinate 
with these chronic, progressive infections 
around posterior multi-rooted teeth? 
What are we to do? How shall we face 
the new issues of the day?

My answer is that chronic infective

pyorrhea is curable only by thoro surgi
cal eradication, followed by Suitable 
mechanical removable restorations. The 
crying need of the day is prophylaxis. 
This includes a higher and broader 
education of the coming generations.

First, let us begin in our dental schools. 
Establish a chair of prophylaxis in every 
dental college. Encourage and insist 
upon the diagnosis and treatment of 
these incipient cases of gingivitis. Re
ward the student in points for his efforts. 
Compel him to procure suitable instru
ments and teach him to manipulate them 
by assigning given cases to him for 
treatment. The present-day graduate 
knows nothing about it. He hastens to 
take,a two weeks’ course, buys a set of 
instruments and sets himself up as a 
“Pyorrhea Specialist.”

Second, the education of the school 
children— the maintenance of courses in 
the public schools for all classes of chil
dren up to a certain grade. We have to 
look to the coming generations if we 
want to eradicate pyorrhea. We will 
always have plenty to treat, but the com
ing generation must be educated if we 
wish to eradicate this condition. We 
must have the education of all classes of 
school children. Many of the children 
of the rich need just as much attention 
and education as those of the poor.

Third, a publicity campaign against 
all advertisers of mouth washes, tooth 
pastes, powders, etc. etc., who claim to 
cure pyorrhea. Let us go to any extreme 
to decry all fakes. Let us insist that 
pyorrhea cannot be cured except by pre
vention at the outset. Let us educate the 
coming generations and thus eradicate 
disease—save teeth— save lives.

Elliott R. Carpenter: My excessive
modesty forbids that I say much, but 
I think it is seldom that this or any 
other dental society has had the rare 
privilege of listening to such a forceful, 
lucid and comprehensive essay on pyor
rhea as that just presented by Dr. Puter- 
baugh. I believe it is the best essay to
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date on this most tenacious of maladies, 
and I personally extend to him my sin
cere gratitude for his instructive contri
bution.

I have tried in vain to find a point 
wherein I might take issue with the 
essayist, but find nothing that does not 
meet with my absolute approval.

Several years ago I read a paper on 
malocclusion, in which I stated that over 
50 per cent of pyorrhea was caused by 
pyorrhea. A Boston dentist wrote me 
that my statement was modest and that 
he thought 75 per cent would be nearer 
the truth. Think it over. If when the 
index finger is placed upon the buccal 
surfaces of teeth and a malocclusion is 
manifest, the most accurate way to re
move said malocclusion is to have the 
patient masticate upon thin carbon 
paper, which will mark the exact spots 
to be reduced by grinding.

As you all are well aware that the 
venous and lymph capillaries having no 
muscular coat or valves the flow of the 
capillary contents is exceedingly slow; 
and that contraction of the muscles sur
rounding them, produces a rapid flow of 
the lymph and blood. In treating pyor
rhea we should remember this physio
logical fact and use scientifically applied 
massage to hasten capillary circulation, 
particularly in the lymphatics. Mas
sage is thus a powerful, indirect, bacteri
cide.

Dr. P. G. Puterbaugh: I want to
thank the men who discussed the paper, 
for the kindly manner in which it has 
been handled. I think we should all be 
impressed with the idea that pyorrhea is 
to be considered in the light of a pre

ventable disease and that it is up to 
the dental profession to prevent it. 
Most cases may be cured in the 
sense that we may arrest the disease; 
and that the disease may be arrested in 
the great majority of instances is beyond 
question. In this connection I see no 
difference between the anterior teeth and 
the posterior teeth, histologically and 
pathologically the disease is the same. 
It is true that work on the posterior teeth 
is more difficult than on the anterior, but 
with careful instrumentation most of 
these teeth can be saved. Pockets should 
be rendered self-cleansing, but that does 
not mean that they will need no further 
care; these teeth do need after care; it 
makes no difference whether they be 
treated surgically or otherwise. Those 
mouths need better prophylactic treat
ment than they have ever had before, or 
they are likely to suffer a recurrence. 
The mouth where roots have been de
nuded is more likely to accumulate de
posits and needs prophylactic care on 
the part of both dentist and patient.

We do not get a reattachment of gum 
to the root surfaces, but the suppuration 
may be arrested in its progress and re
main so for years. After making my 
preliminary chart and marking a tooth 
“doubtful”—meaning that there was a 
doubt in my mind as to whether the 
tooth could be retained or not, by giving 
it the benefit of the doubt, and planing 
down the root surface, I have been sur
prised to find how many times the gum 
would settle down and become pink and 
healthy. It is often a good plan to mark 
these teeth “doubtful” and give them the 
benefit of the doubt, but if  they do not 
clear up do not dismiss the patient 
finally until they have been extracted.




